the field in the latter half of the last century. Needless to mention, concurrent developments in the arena of imaging, cardiopulmonary bypass (CPB) and hypothermia contributed immensely to these advances.
Introduction of hypothermic total circulatory arrest by Griepp paved the way for the development of safe aortic arch replacement procedures [3] . Further advances in cerebral protection with retrograde and antegrade cerebral perfusion techniques contributed incrementally. Thereafter, sequentially evolved the trifurcated graft technique [4] and a staged elephant trunk technique with the second stage destined for either a traditional open completion, or for hybrid endovascular completion. Then came the final frontier, the evolution of endovascular strategies to handle virtually the entire aorta, either by the pure endovascular approach or hybrid methods of combining them with open surgery. The introduction of the debranching of aortic arch provided great versatility and flexibility to the endovascular solutions. Technology development in terms of creation of high quality and customized special arch-debranching grafts, especially the ones with extra side arm for deployment of antegrade stent graft in single-stage hybrid repair have given great impetus to more widespread adoption of these niche techniques [5, 6] . And the latest among the fast evolving and standardizing hybrid approaches is the frozen elephant trunk or a hybrid composite of a proximal Dacron graft and a distal stent graft for handling complex arch pathologies.
Surgeon today thus is spoiled for choices for handling aortic disorders and treatment can be customized based on the local expertise available, the logistics, economics, and the patient's risk profile. As we move forward, the techniques and technologies become more freely available and start percolating widely; I anticipate hybrid repairs and endovascular solutions to dominate the future treatment landscape of aortic disorders. It is thus extremely important that we, as surgeons, learn wire skills and develop hand-eye coordination. Thus, these will have to be built and incorporated into the curriculum of cardiac surgical trainees. To augment this training, more skills and simulation laboratories will need to be established. Another major step required is for the aortic surgery to be acknowledged as a standalone subspeciality, meant not for the generalists, but for surgeons with special interest in the field. In India, especially with our ever-aging population and increasing life span and our special genetic predilection for atherosclerosis, the need for aortic surgeries is bound to increase in future and just as we are losing numbers and volumes in coronaries and valves, we can compensate them with new avenues and vistas in aortic disorders.
The future may also see interventions in terms of molecular and genetic solutions to aortic disorders. Already FBN-1 Gene for Marfans, TGFBR1, and 2 genes for Loyes-Dietz syndrome and SNAD3 causing aneurysmosteoarthritis familial disease and deficiency of Fibrillin 1 in aortopathy associated with bicuspid aortic valve are potential targets for these disrupting themes.
This featured issue on aortic disorders, diligently guest edited by Prof. Nicholas T Kouchoukos and Dr. Mohamad Bashir, touches on all of these issues, and many more, in an effort to bring to you a bird's eye view of the rapidly evolving landscape of aortic disorders.
